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(X3) DATE SURVEY

This Statement of Deficiencies was generated as
a result of complaint investigation conducted in
your facility on 8/18/10, in accordance with
Nevada Administrative Code, Chapter 449,
Hospitals.

The facility was surveyed following the 2006
edition of the American Institute of Architects
(AIA) Guidelines for the Design and Construction
of Health Care Facilities and the 2006 edition of
the National Fire Protection Association (NFPA)
101, Life Safety Code.

Complaint #NV00026213 was substantiated with
deficiencies cited. (Refer to Tag S 0153)

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

The followihg regulatory deficiencies were

identified:
S 153 NAC 449.332 Discharge Planning S 153 1. Education of staff regarding transfer of
SS=A . i ili

- . patients to another facility for care:

11. The patient, members of the family of the A. Proper procedure to be followed

patient and any other. person involved in caring when transferring

for the patient must be provided with such patients:

information as is necessary to prepare them for a. Notification of Physician for

the post-hospital care of the patient. orders to transfer.

b. Notification of family to include
POA, and/or significant other.

¢.. Correct documentation to

This Regulation is not met as evidenced by: include the followine:
Based on interview, record review and document ﬂ &

review, the facility failed to follow their Unplanned P
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S 153| Continued From :
page 1 S 153 i Complete the authorization
and consent form

Transfer of patient to Acute Hospital for Patient
#1. ii Document on nurses notes

notification of physician and
family/ POA/significant other, 2
date/time, transferring i‘
facility, pt condition, and name
of notifying person
iii Notifying person must
authenticate with name and
credentials

Education to be done by

S, RN, CNO

2. Review and revise policies for transfer of Y/_»;;a//,;;
_patients to include above information.
To be completed by

. RN, PUQA

3. (Case management documentation to . ?/,90/,0
include contact numbers and family
involvement with the discharge process
To be completed by

“ LPN Case Coordinator.

All charts to be monitored to ensure that ail
contact numbers are accessible.

Findings include:

1. There was no documented evidence the
family was notified of the patient's transfer to an
acute hospital in the patient's medical file.

Severity: 1 Scope: 1

All discharge charts to be monitored to ensure’
that all documentation is complete and
accurate. '

Chart monitoring to be done monthly times 4
and reported to the PI, MEC and Board of
gOovernors meetings. After initial monitoring, |
monitoring will continue monthly and be
reported to PI, MEC and Board of Governors.
quarterly :
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